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Ethics of boutique medical practice
James W. Jones, MD, PhD, MHA,a Laurence B. McCullough, PhD,a and Bruce W. Richman, MA,bHouston, Tex; and Columbia, MoYou are a surgeon sitting on the board of directors
of a large private clinic. The group is considering a
premium health care option for patients. Patients pay-
ing a direct monthly retainer of $150 over and above
fees covered by their insurance plans will receive unhur-
ried visits, same-day appointments, regular compre-
hensive physical exams, house calls, and 24-hour,
7-day-a-week direct access to the physicians providing
their care. Staff physicians will accompany patients
requiring emergency care to the emergency room. Pa-
tients who do not choose the high-option plan will
continue to receive the same excellent care for which the
clinic is well known, but without preferential access.
The vice president of marketing strongly advocates the
proposed program because it will draw an affluent
patient population that will most likely require a higher
than usual frequency and complexity of care, expanding
the clinic’s enrollment base and its volume of third-
party billing. What is your position on adopting such a
program?
A. Boutique practice reduces medicine to a commodity,
unacceptably diminishing professionalism. You vote
“No.”
B. There is no ethical compromise if the marketing and
quality assurance programs observe adequate standard
safeguards. You vote “Yes.”
C. You ask that the board separately incorporate physicians
serving the high-option patients, and limit their prac-
tices to that group.
D. You vote “Yes” only if the additional funds are dedicated
to indigent care.
E. Each physician is entitled to structure his practice as he
sees fit within the regulations of the presiding state
medical board. You vote “Yes.”
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doi:10.1016/j.jvs.2004.03.0071354Because the intrinsic value of life is considered in West-
ern culture to be equivalent among all individuals and not
economically quantifiable, the quality of medical care upon
which life often depends cannot ethically be negotiable on
the basis of a patient’s ability to pay the physician more or
less. The physician’s best efforts and the resources required
to implement them are expected to be made available to
every patient in need of care. Despite this ideal, the world’s
best care is available in the world’s richest countries, and the
distribution of quality care manages to follow this pattern
to the level of the individual patient. For instance, the
thoroughness of evaluation and admission of patients with
head injuries is associated with insurance coverage.1 Re-
ceipt of coronary bypass and other costly therapies is highly
correlated with the ability to pay.2 Socioeconomically dis-
advantaged myocardial infarction patients are less likely to
receive appropriate diagnostic and treatment services than
affluent cohorts.3 A number of studies confirm that ade-
quate pain management is more readily available to the
affluent than to those who are not.4
Economic pressures on surgeons exist and are mount-
ing. Medicare and Medicaid reimbursements are adjusted
ever-downward, internists broaden their practices to in-
clude invasive procedures, and we graduate more new
competitors from our residency programs than the profes-
sion can provide for. In such an environment, it is entirely
sensible for surgeons to survey the landscape for new reve-
nue sources. If the practice of medicine were nothing more
than another entrepreneurial scheme, few could object to
the proposal that this physician group add a boutique
option to its practice. The only ethical constraints would be
those of honest business practice in maintaining good
quality care for all.5 Option B would therefore be entirely
acceptable.
Our profession is not, however, understood in either
medical law or medical ethics to be an entrepreneurial
undertaking. Instead, medicine is understood to be a pro-
fession characterized by fiduciary responsibilities not ex-
pected of entrepreneurs. This concept was developed in the
eighteenth century by physicians John Gregory (1724-
1773)6 and Thomas Percival (1740-1804),7 a pair of pio-
neering medical ethicists who by now have become well
known to regular readers of this series.
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three components. First, the physician should be compe-
tent. Gregory and Percival both understood competence in
terms of applied scientific knowledge, and Percival intro-
duced the nascent concept of what we now call evidence-
based medicine.7 Both physician-philosophers wrote that a
physician should use his knowledge and skills primarily to
benefit his patients and not primarily to advance the physi-
cian’s own self-interest. The physician’s self-interest, even
including his right to an income and personal security,
should be a secondary consideration in the practice of
medicine. Third, the medical profession is to be considered
a public trust, to be protected and advanced primarily for
the benefit of patients, both present and future. To be sure,
physicians and surgeons work hard to acquire and improve
their clinical knowledge and skills, but they do not create
such knowledge and skills using only their own resources:
they rely very much on the past achievements of physicians
and surgeons and the huge expenditures of societal re-
sources in medical education, research, and patient care to
learn and refine their craft.
Gregory in particular was concerned that physicians
gave better treatment to those who could better afford their
services than to the sick working poor. These patients were
typically seen in the Royal Infirmary of Edinburgh, newly
founded in 1729 by Scotland’s major industrial employers
to ensure the health and regular work attendance of their
labor pool. Physicians and surgeons who were publicly paid
to care for Infirmary patients were considered unworthy of
professional status, while those serving the carriage trade
were afforded high status. Gregory was concerned about
the hypocrisy that resulted: “But what most effectually
detects this hypocrisy, is a physician’s different manner of
behaving to people in high and people in low life; to those
who fee [ie, pay] him genteely, and those who cannot fee
him at all.”6
It might be said that patients opting for boutique
medical treatment are merely purchasing convenience. By
buying additional increments of the physician’s time and
attention, they likely believe they are investing in superior
care. There is, however, no evidence that boutique medi-
cine and surgery improve or do not improve outcomes.
Either result would be ethically unacceptable, and on that
basis alone the concept violates the ethical principle of care
unrelated to physician self-interest. The bargain offers bet-
ter access and the illusion of better care, but actually pro-
vides only better access.
The alleged standard of care that boutique practices
offer—including prompt scheduling, continuity of care,
rapid response to urgent needs—should already be the
standard of care for all patients, as a matter of strict fiduciary
responsibility. The provision of improved accessibility forone group necessarily decreases accessibility for the have-
nots.
A two-tiered system of medicine is inconsistent with
intellectual integrity because it lacks any support in evi-
dence-based medicine. It is inconsistent with moral integ-
rity because its ultimate goal is to advance the financial
self-interest of physicians, not to improve therapeutic out-
comes. Option A is therefore the only ethically justified
response to this proposal. The acceptability of boutique
practice by the American Medical Association’s House of
Delegates represents intellectually and morally disordered
thinking and should not be regarded as authoritative.8 The
American Medical Association’s euphemism of “retainer
medicine” suggests the world of divorce attorneys and
detective agencies to whose ethical principles physicians
cannot proudly aspire.
There are no established standards in boutique prac-
tice, so option B unacceptable. Option C produces a two-
tiered system of medical practice and is a fortiori unaccept-
able. Option D will not do because charitable application of
income obtained unethically cannot excuse the ethical
breach. If shortening time spent with regular patients to
increase time with higher-paying patients is robbing from
the poor to give to the rich, robbing from the rich to give to
the poor is no less unethical. The accumulated authority of
medical ethics contradicts the proposition of Option E.
Rewarding increased convenience with increased reve-
nue in an amount chosen by recipients is widely practiced in
the nonprofessional service industry as tipping (to ensure
promptness); its resemblance to boutique medical practice
suggests a degree of abasement unworthy of our profession.
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